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carries great Weight, feels that they can. Others
differ with him and would explain some of the
cases as due to increased vagus tone. In support
of this contention is the occasional relief of the
block by the use of atropin and also the well
known fact that vagal stimulation is capable un-
der some conditions of causing heart block. Prob-
ably though this does not occur unless the auri-
culoventricular node and bundle are already dam-
aged by disease. The weight of evidence is cer-
tainly in favor of an organic basis for all cases.
The real importance of the recognition of these

cases of acute heart block lies in the fact that
through them we have definite evidence of the
involvement of the myocardium in the disease
process and in many instances this is the only
evidence that the infection has spread beyond its
original confines and has invaded the heart. The
involvement of the auriculoventricular node and
bundle is of course only part of the general myo-
cardial invasion; through knowledge of its spe-
cialized function we are able to recognize disturb-
ances in it.

In place of involvement of the auriculoventricu-
lar node or bundle we may have damage to one
or other branch of the bundle. This alone does
not cause any irregularity of the ptilse and with-
out the aid of the electrocardiograph cannot be
detected. The only physical sign that may accom-
pany it is a decided reduplication of the first heart
sound. Disease of one bundle branch is usually
a chronic process but it may occur as a manifesta-
tion of acute infection, and when it can be recog-
nized it has the same significance as true block.

In conclusion one may say that heart block
occurs not infrequently as a manifestation of acute
infectious disease. Probably a good many cases
are unrecognized because of their very mild and
transient nature. In many cases the disturbance
has been proven to depend on definite organic
changes; probably the majority if not all cases
are to be explained on a similar basis. Partial
heart block may be the sole manifestation of in-
volvement of the heart in the acute infection.
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PITFALLS- IN THE DIAGNOSIS OF
RENAL LITHIASIS.*

By MARTIN KROTOSZYNER, M. D., San Francisco.

In spite of the great strides made in the correct
preoperative recognition of surgical renal lesions,
and in spite of the many exact methods of exam-
ination by which renal surgery of late has advanced
to an almost marvelous degree, the diagnosis of sur-
gical kidney lesions is, nevertheless, in many in-
stances very difficult and, not rarely, entirely im-
possible. The application of the majority or even
of all of the many exact methods of examination
at our disposal to-day does not always give reliable
results of truly pathognostic value. The hidden
position of the kidney renders palpation difficult
and may, on account of the manifold relations of
the kidney to important neighboring organs, render
it a procedure of doubtful and misleading diagnos-
tic character. Chemical urinalysis, so valuable in
internal medicine, is of no material aid in the ma-
jority of surgical renal lesions. Cystoscopy and
radiography will at times fail to give exact data,
and especially the latter method may occasionally
lead to erroneous conclusions; determination of
renal function, moreover, by many renal surgeons
heralded as unimpeachable evidence in renal diag-
nosis, is almost valueless in the absence of a marked
relative functional discrepancy, and even the most
modern diagnostic method, pyelography may, in
many instances, fail to furnish a clew to the cor-
rect diagnosis.

These remarks are not written in a pessimistic
attitude of mind, inclining towards minimizing the
value and efficacy of our modern itrmamentarium
in renal diagnosis; for the old adage, "'qui bene
diagnoscitur, bene cuarabit," is nowhere in the realm
of medical science more appropriately applicable
than to renal surgery. The many noteworthy ob-
servations on clinical renal lesions, which are re-
corded in the literature since the first kidney was
removed by Gustav Simon, have obtained their
real and intrinsic scientific value on the basis of a
thorough knowledge of modern diagnostic methods,
and the preoperative diagnosis of renal lesions,
therefore, stands to-day on a much firmer scien-
tific basis than formerly. Thus it occurs that the
diagnostic exposure of the kidney, which up to a
short time ago was practiced by many surgeons as
a procedure of choice, is to-day a method of last
resort which is considered permissible in excep-
tional cases only.
The diagnosis of nephrolithiasis seems at present

a simple procedure on the basis of the evidence
furnished by radiography and is undoubtedly easily

* Read before the San Francisco County Medical So-
ciety, December 15th, 1914.
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accomplished, in many instances, by the general
practitioner. There is, nevertheless, no other patho-
logical condition in renal surgery so liable to offer
diagnostic pitfalls as renal lithiasis. A few facts
should therefore be borne in mind by the surgeon
in order to avoid grave diagnostic errors:

i. A kidney mav for a long period of time con-
tain one or more stones of large size, occupying a
position in the renal pelvis extending into the
calyces, without causing any subjective and only
such slight objective symptoms that the existence
of nephrolithiasis is either entirely overlooked or
not suspected.
A large pyonephroctic stone kidney was removed

from a man of 52, who had been treated at various
hands for stone in the bladder. All his symptoms
had pointed to the bladder, in which the cystoscope
revealed two small concrements. On account of
the microscopic findings of numerous pus-cells, an
infection of the upper urinary tract had been sus-
pected, which was traced to the right kidney, and
radiography demonstrated several characteristic
calculi-shadows in the region of the right kidney.

2. In the presence of one or more calculi in
the kidney, pain may exist in the opposite organ.
This phenomenon is elicited by the reno-renal re-
flex exerted from the diseased to the healthy organ.
A remarkable specimen of a left-sided pyonephroc-

tic stone-kidney, which originally contained so many
calculi that they could not be replaced into the
opened kidney, was removed from a man of 45,
who came under observation with vague symptoms
of a moderate pyuria and occasional painful sensa-
tions of indefinite character in the back, and right-
kidney region.

3. Pain may be of such vague nature and loca-
tion as not to suggest its being in any way con-
nected with the diseased organ.
A large pyonephroctic stone-kidney was removed

from a woman of 55, who had complained of vari-
ous neurasthenic paresthesias, including vague pains
in the back, which for many years had been treated
as lumbago. No subjective or objective symptom
pointing to a lesion of the urinary tract had existed
except a moderate pyuria. A careful urological
investigation including radiographv demonstrated
at once the correct' diagnosis.

4. Pain due to nephrolithiasis may be so re-
ferred by the patient that a disease of another or-
gan is diagnosed.
A woman of 30 with severe pyuria and typical

attacks of right-sided colic, showed radiographically
two small well-defined shadows on the right side
of the spinal column at the point of an ureteral
impediment On that side, and apparently in the
course of the ureter, as ascertained by a shadow-
casting ureter catheter. At the operation the ureter
was found to be imbedded in dense adhesions,
particularly at the point of its crossing with the
ext. iliac; in the attempt to free the channel from
adhesions, the peritoneal cavity was opened, and a
long and tortuous appendix was found to be a part
of the dense adhesions to the ureter. In the center
of the opened appendix fecal concretions, which
corresponded to the shadows on the plate, were
found.

5. In every case of long-standing pyuria, witlh
negative findings for tuberculosis, the possibility of
an existing calculous pyonephrosis, though sugges-
tive renal symptoms may be entirely absent, should
be considered and either verified or ruled out by a
thorough radiographic examination of the upper
urinary tract. The following case will illustrate
this point:
A man of 40 entered the hospital with a severe

pyuria, which was supposed to be due to a long-
standing vesico-rectal fistula, acquired through a
prostatic abscess in the course of a severe gonor-
rheal infection. The patient could only evacuate
his bladder in a sitting posture, all of his urine in
this way escaping through the rectum. Before
operating on the fistula it was deemed necessary to
rule out, by cystoscopic means, a possible ascending
infection of the upper urinary tract. This exam-
ination, which was accomplished with great diffi-
culty, demonstrated an infection and a marked
functional deterioration of the right kidney. The
diagnosis of right-sided pyonephrosis through as-
cending infection seemed to be so obvious that an
X-ray examination was omitted prior to nephrec-
tomy. The removed kidney, on being opened, was
found to be filled with calculi of various size and
configuration.
An aseptic right-sided nephrolithiasis had existed

in this case before the onset of the lesion in the
lower urinary tract, by which, in all probability,
infection of the stone-kidney was caused.

6. In doubtful cases pyelography may clear up
the diagnosis. Occasionally a stone, which does
not appear on the plate, obtained by ordinary ra-
diography, may be demonstrable through pyelo-
graphic exposure.
An extremely stout and fleshy man of 46, with a

severe right-sided renal pyuria, and negative labo-
ratory and guinea-pig findings as regards tubercu-
losis, showed on the renal plate upon ordinary ra-
diography no evidence of a stone-shadow on the
affected side, while, later on, two pyelograms, made
at different sittings, demonstrated a distinct round
shadow occupying the upper calyx, which on ac-
count of its difference in intensity was interpreted
as a concrement-shadow.

7. Calcified tubercular foci within the renal
parenchyma may *on the plate look exactlv like
calculus-shadows.
A man of 4I entered the hospital in a state of

anuria and complete uremic coma. Radiography
showed two distinct shadows in the region of the
right kidney, which were interpreted as calculus-
shadows, but which, on exposure of the kidney,
were found to be due to calcified tubercular foci.

8. An apparently typical stone-shadow may be
cast on the renal plate by an object outside the
kidney.
A characteristic stone-shadow was observed on

the left renal plate of a young man who was under
observation at the hospital on account of typical
attacks of left-sided renal colic. At the operation
nothing abnormal was found in the left kidney,
while a tuberculous lymph-gland, corresponding in
size and configuration to the shadow on the plate,
was removed.
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9. Small renal stones with rough surfaces (uric
acid stones, or urates), which occasionally are not
demonstrable on the plate, may cause a symptom-
complex (severe hematuria, etc.), pointing to a
grave kidney lesion (tuberculosis, malignancy).
A man of 8o came under observation on account

of intermittent attacks of hematuria, which cysto-
scopically could be traced to the left kidney. On
account of an apparently palpable enlargement of
that organ, a renal tumor was assumed to be the
cause of the hematuria, which, though, at the post-
mortem examination was found to be actually due
to a small and rough uric acid stone located in the
lower calyx near the renal pelvis.

IO. In cases where stone-shadows are present
on renal plates of both sides, the existence of a
fused or horse-shoe kidney should be borne in mind.
Several such cases have been recorded in the litera-
ture of late, the last one by Lund of Boston in a
recent report of the meetings of the New England
Branch of the American Urological Association.
I wish, in this connection, to report the following
rare observation:
A man of 32 entered the hospital on account of

severe pyuria connected with pain in the right
flank, and septic fever. No important data as re-
gards previous affections of the genito-urinary tract
could be elicited from the history. Cystoscopy de-
monstrated a moderate subacute cystitis; both ureter
catheters can be carried to the renal pelvis, but no
urine is obtained from the right, and very little
urine from the left catheter. Finally, after several
cystoscopic sittings, a few drops of a very purulent
fluid are withdrawn by suction from the right
ureter catheter; the functional and microscopic com-
parative examination gave the following result:

R.
Sugar (after Phloridzin)

L.

0. 0.1

Urea O.OOI 0.03 I
Microscop: Almost pure A few pus cells, small
pus; a few small round round epithelial cells,
epithelial cells. many blood cells.
Daily urine quantity about 1500 cc., daily quan-

tity of urea between I5 and 25 grams. Irregular
septic temperature between I00° and 1020 F. Pal-
pation of kidneys negative. Radiography shows
typical calculus-shadows in both kidney regions al-
most symmetrically to the left and right of the sec-

ond lumbar vertebra, a little below the 12th rib,
and suggestive of being located in or near the renal
pelvis. Pyelography did not materiallv aid the
diagnosis, as almost all of the injected silver-solu-
tion ran -back into the bladder.
Upon these findings the diagnosis of bilateral

nephrolithiasis, with secondary infection and de-
struction of the right kidney (pyonephrotic stone
kidney) was made. For obvious reasons the drain-
age of the right organ was considered the first
and most imperative operative procedure.

Operation: Lumbar incisiorq on right side.
Upper pole easily freed, luxation of lower pole
seemed impossible, therefore incision enlarged; the
right kidney is now found to extend deeply to the
left side of the abdomen toward the bony pelvis.

The kidney is finally brought up into the incision
and found to be a fused or double kidney meas-
uring 42 cm. in width, its right half is almost en-
tirely represented by a sack filled with muco-pus,
while its left half appears to be fairly normal. No
line of cleavage between the two halves, which
showed independent renal vessels and ureters. A
calculus of the size of a large olive-pit is felt in
the renal parenchyma just above the pelvis in either
half of the kidney and removed by small incisions,
which are afterwards closed with catgut sutures.
The pyonephrotic sack of the right side is incised,
emptied and drained by a rubber-tube. The kidney
is replaced and cigarette-drains placed at the lower
and upper poles of the incision.

Closure of wound by layers.
The following notes were taken three days after

the operation: Patient rallied well from the oper-
ation. Temperature 990, pulse ioo, volume fair,
general condition good. Only a few ounces of pu-
rulent urine are thus far obtained by catheter.
Bandages wet.

All efforts, though, to increase diuresis failed
and the patient died, about a week after the oper-
ation, under uremic and septic symptoms.

Important items pertaining to the genito-urinary
tract are:
No break in peritoneum over kidney, and the

loose tissue around it shows hemorrhagic infiltration.
Bladder filled with thick creamy pus, ureteral

openings normal on both sides; right ureter runs
up in normal direction.

Kidney is of horse-shoe variety, whose right pyo-
nephrotic half is drained by an incision, in which
is a drainage tube.

There are two renal arteries slightly smaller than
normal.
The two adrenals are in normal position.
Death was, according to the autopsy report, due

to infection of the loose tissue around the right half
of the kidney, recent peritonitis and broncho-pneu-
monia.

In the presentation of the observations, enu-
merated above, many diagnostic errors were report-
ed, which occurred in spite of the application of
the most modern apparatus at our disposal in the
diagnosis of surgical kidney-lesions. It is by the
candid report of such errors that our knowledge is
materially enhanced and that mistakes in the future
can be avoided.

Discussion.
Dr. W. P. Willard: I think one point should

be brought out in the diagnosis of nephrolithiasis,
and this is the uniformly poor plates we get as a
rule of kidneys. The radiographers seem to be
content with a plate that oftentimes will not show
a renal calculus. I had a case the other day in
which I insisted upon two or three plates being
taken before the calculus was demonstrated. Then
it showed up quite plainly.

I would like to ask Dr. Krotoszyner, with regard
to this horseshoe kidney, whether he removed the
calculi on both sides through the same incision.

Dr. Julius Rosenstirn: I would like to ask Dr.
Krotoszyner whether some of these errors in
diagnosis, with regard to stones or calcified mesen-
teric glands, would not be avoided by the stereo-
scopic exposure of the X-ray picture. We have
for some time been taking such pictures in the
Mount Zion Hospital with excellent results, and
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have received from them great aid in the accuracy
of our diagnosis.
There is no doubt that, with a modern stereo-

scopic view, a much more definite relative loca-
tion of shadows can be made, and some of the
errors of the kind that were mentioned here to-
night might be avoided in the future.

Dr. Krotoszyner, closing discussion: In answer
to the first question I wish to state that the horse-
shoe kidney was exposed by one large incision in
the right loin of the patient. The stones were
then removed through two small incisions in the
renal parenchyma just large enough to permit of
their extraction. If we would have been able to
obtain more direct evidence by any of the many
methods of examination, including pyelography,
applied in this case, we might have been able to
make a better preoperative diagnosis and to formu-
late a more rational operative procedure, and I
have reported the case in order to give others a
chance to avoid, if possible, similar errors in the
future.

I have not had much experience with stereo-
scopic radiograms, but I do not think that we
would have been able, even by this method, to
answer the question whether the location of a
certain shadow was within or outside the renal
parenchyma. The case presented in this connection
demonstrates another .possibility for a diagnostic
error, if we rely solely upon radiography in the
diagnosis of renal lithiasis.

PEDIATRIC SITUATION' IN EUROPE
AND THE EFFECT OF THE WAR ON
THE SAME.*

By JOHN ADAMS COLLIVER, A.B., M.D., Los Angeles.

You have asked me to give you a resume of the
pediatric situation in Europe, and the effect of the
war on the same. In doing this, I will briefly
confine my remarks to my own experience and
observation, taking each place in turn, and pointing
out the things which to me seem most characteristic.

London: My observation here is confined largely
to Great Ormand Street Hospital for Children,
and the children's wards in the University Hos-
pital. The Great Ormand Street Hospital has
the largest out-patient. department of any of the
hospitals I have visited in Europe. There is a
regular post-graduate school in connection with
the hospital, in which you can register in small
classes for the out-patient work, or you can be-
come a clerk to an assistant in the out-patient or
to the visiting staff of the hospital proper. The
clerks are expected to write up the histories and
also make physical examinations, and in the hos-
pital to do at least part of the routine laboratory
work. The amount of material in the out-patient
department is so abundant, and assistants so few,
that the examinations are necessarily in most cases
somewhat superficial.

In taking the history of a feeding case, little
or no attention is paid to the previous diet. You
find history after history simply reading, "the
child was off its feed." There is seldom any
reference to the character of the previous feeding.
There is little or no attempt at modification, but
a great deal of sodium citrate is used in the milk.
The children are practically all of very poor
parentage, and convalescents in the hospital among
the older children do better on bread with tallow

"drippings," than they do with butter, because
they were used to it before.
London has the most poorly dressed, poorly

nourished, poverty-stricken children of any of the
cities I have ever visited. As a result, they have
the greatest number of malnutrition, and later,
rachitic cases. The latter exhibited some of the
most extreme bony deformities. After seeing so
many such cases, I can easily understand why
rickets is called "englishe krankheit."

In connection with the hospital out-patient de-
partment, there is what is called the "Casualty
Department." This corresponds to our minor
surgical department. Small operations, like re-
moval of tonsils, adenoids, circumcisions, opening
abscesses, are performed here. It is here that so
many tonsil operations are performed by the
Waugh enucleation method. It is rapid, clean,
and complete, and with but little hemorrhage. I
have seen Mr. T. Babbington Ward do as many
as eleven, together with the adenoids, in less than
an hour. Mr. Waugh's instrument is used in
all these cases, and chloroform was the routine
anesthetic.

There is no better place in the world to study
rheumatism and its manifestations and complica-
tions, than in London. I was a daily visitor, and
special student in Drs. Poynton and Still's clinic,
and saw many rare rheumatic complications. Dr.
Poynton, who has made more of a study of
rheumatism in children than any other man in
England, and the world perhaps, told me there is
more rheumatism in London, than anywhere in
England. He has done but little in the last few
years on the bacteriology of rheumatism. Nearly
all cases start, or are associated with chorea. The
nodules, seldom seen in America, are very com-
mon. They are so large, that in many cases
palpation is unnecessary. You can see them. The
most common locality is on the elbows, the
spinous processes, and sometimes on the tendons.
Many times they stand out like grains of corn
under the skin. These, Poynton considers as
rheumatism in miniature. They are a bad prog-
nostic sign, and nearly always associated with
marked cardiac symptoms, endocarditis.

Closely related to rheumatism, with its charac-
teristic deformity, is Still's disease. More cases
are seen here than anywhere in the world. These
were practically all in Dr. Still's wards. They
were being treated with radium. Sometimes it
was thought an improvement was noticed, but it
was only transitory, and it was agreed that no
marked permanent benefit followed its use.

Other interesting things observed, were a great
number of apparently primary pyelitis cases. There
was also an epidemic of scarlet fever. I saw a
number of rare cerebellar tumors with most inter-
esting and characteristic symptoms operated by Mr.
Waugh, with complete recovery.
A very unique feature of the London pedi-

atric relation, was the meeting of the Pediatric
Society at the Royal Academy of Medicine. At
this meeting, each man presents his case written
up in detail, with history, and physical findings.
The cases are numbered with large numbers, and* Read before the Symposium Medical Society, Los

Angeles, April 21, 1915.


